I n theory, depression should stand out as a condition that would negatively affect the success of therapy in diabetic patients or patients with impaired glucose tolerance. Depression is known to negatively alter eating patterns, sleep patterns, and activity levels. All of these influences could adversely affect the success of lifestyle modification in diabetic patients. In addition, depression may reduce the ability of patients to carry out complex tasks, such as those required for diabetes self-care.
Given these links, it is surprising that the available literature on interactions between the two conditions is so sparse. Recently, a major review of the possible interactions was published for psychiatrists. 1 This emphasized how many influences insulin resistance and diabetes might exert on depression. Therefore, it also seems important to examine the possible effects depression may have on diabetes.
Effects of Depression on Diabetes Control and Diabetic Crisis
Psychiatric conditions increase the frequency of diabetic crisis in children and adolescents, and depression is an important component of that influence.
2,3
Depression may also play a role in the occurrence of "brittle" diabetes. 4 Therefore, identifying depression and instituting treatment have been cited as important clinical interventions for people with type 1 diabetes who have recurrent diabetic crises. 5, 6 These observations may underscore a much broader, negative interaction between depression and the clinical course of diabetes. Gilmer et al. veyed the determinants of long-term health care costs and utilization in a large diabetic population. They found that depression, like coronary heart disease, significantly increased the costs of care related to diabetes. Depression increased costs by 50%, whereas persistent elevation in hemoglobin A 1c (A1C) levels increased costs by 11%. Another important interaction between depression and diabetes has just been published by Katon et al. 8 They assessed the influence of depression on characteristics for cardiac risk in diabetic patients. Diabetic patients with depression were more likely to have an A1C > 8%, a BMI > 30 kg/m 2 , and serum triglyceride levels > 400 mg/dl and were more likely to smoke than patients without depression. These and other studies emphasize the clinical importance of the interactions between the two conditions.
Influences of Depression on Incidence and Prevalence of Diabetes
There is growing evidence that the existence of depression may increase the incidence and prevalence of diabetes. Depression worsens the prevalence and severity of insulin resistance in adult patients. 9 In addition, the existence and severity of depression correlates positively with the severity of insulin resistance in patients at risk of developing diabetes.
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Although available studies are few, the data suggest that the impact of depression on the occurrence and severity of diabetes may be greater than is generally appreciated, in part because the prevalence of depression appears to be significantly higher in diabetic patients.
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The existence of depression also may predict a higher future risk of diabetes in certain populations.
12,13 The reverse may also be true. The presence of central obesity or hyperglycemia may increase the prevalence of depressive symptoms in men 14 and women.
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Effects of Depression on Glycemic Control and Clinical Status in Diabetic Patients
Despite this growing database on the interactions of depression and diabetes, there are surprisingly few studies on the impacts of depression on glycemic control and clinical status. One study suggested that the existence of depression reduces diabetic patients' ability to cope with the self-care needs of their condition. However, it did not find a relationship between depression and hyperglycemia in these patients. 16 These results may have occurred because A1C values were not exceptionally high in the study population. A similar set of data were reported by Lin et al. 17 last year. In both studies, depression clearly worsened the self-care behaviors of the subjects. Other studies have claimed that depression worsens glycemic control.
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Worsening of glycemic control would be expected in depressed diabetic patients, given the specific observations made about their self-care habits. Depressed patients in the study by Lin et al. 17 exercised less often; were more likely to omit prescribed oral antidiabetic, antihypertensive, and lipid agents; and weighed more. Akimoto et al. 18 reported that depressed patients had less optimal glycemic control than nondepressed patients when assessed in follow-up of a selection of pychotropic agents exclude, where possible, those drugs that may themselves worsen weight gain or glycemic control in diabetic patients. Providers who follow these suggestions may notice not only improvement in the clinical status of their patients, but also an increase in the efficiency of service to those individuals.
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2-week patient education program. The worsening of glycemic control was related to worsening of self-care behaviors. Depression was also found to compromise patient self-care behaviors and worsen glycemic control in a recent U.S. study.
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Implications for Outpatient Care
We have previously shown that the more complex the clinical needs of diabetic patients, the longer and the more expensive each outpatient visit can be.
20
Depressed diabetic patients appear to require more costly care than patients without depression. 7 At least part of these differences relate to nonadherence to medication regimens and worsened self-care skills. These increased costs will also translate into the office setting for each patient. A patient who has failed to adhere to a medical prescription and has neglected essential aspects of self-care will have worse clinical status and require more intensive and lengthy attention. Thus, it is important to identify conditions that will increase the complexity and length of office visits and effectively treat these issues. These conditions will not only worsen a patient's clinical status, but also measurably increase the costs of service to that patient.
Therefore, depression stands out as a candidate condition that may serve as a model for issues that complicate the clinical situation in diabetes and worsen the financial aspects of service delivery. This review strongly suggests that providers screen diabetic patients with any clinical suggestion of depression and treat them effectively.
Our recent study 21 suggests practical methods of including psychological support within a clinical diabetes practice for providers who wish to emphasize this aspect of care. The American Diabetes Association 22 has recommended that the 
